During cardiac resynchronization therapy implantation, left ventricular lead placement involves transvenous placement of leads via the coronary sinus and into a tributary branch. At present, the most widely used method for left ventricular (LV) lead placement involves a transvenous LV lead placement via the coronary sinus into a tributary branch. Lead dislodgement is a common cause for reoperation. We describe a case where a coronary stent was placed to stabilize the lead against the vessel wall.
The European Research Journal 2019;5(2):407-409 ardiac resynchronization therapy (CRT) has been used successfully to decrease the mortality and morbidity in heart failure patients with cardiac dyssynchrony. CRT effectiveness is significantly hindered in 30% of recipients for several reasons; beyond the patient's selection issue, loss of left ventricular (LV) stimulation plays an important role. Loss of LV stimulation occurs mainly because of LV lead dislodgement that is reported to range from 2 to 12% of patients in different reports [1] . Lead dislodgement is a common cause for a reoperation and continues to be a frequently experienced problem despite advances in the equipment and operator techniques.
CASE PRESENTATION
A 59-year-old female patient, post biventriculardefibrillator (CRT-D) implant 6 months back at another hospital, now presented with worsening of placed over the guidewire and implanted into the proximal vein adjoining LV lead (Figures 3a and 3b) . The guidewire was removed. The LV lead was checked for stability using gentle traction on the lead. There was no LV lead movement. Coronary sinus sheath was removed and wound closed in two layers. Patient was observed in the hospital for 48 hours and lead parameters and position were found to be stable. At one month follow -up, LV lead parameters were found to be satisfactory.
DISCUSSION
LV leads are passively placed in coronary sinus veins in epicardial location. In spite of improvements in lead design and delivery system a high incidence of intraoperative and postoperative lead dislocations of 2-12% are seen leading to loss of LV capture and undesirable diaphragmatic stimulation [1] . The use of coronary stent technique has been proposed as an alternate method for stabilization of the LV lead in patient who experience repeated dislocation as in our case.
Main disadvantages of lead stabilization using acoronary stent are lead damage, coronary venous obstruction by thrombosis, and inability of repositioning or extraction [2] .
First case report of utilization of a coronary stent to stabilize the lead in the coronary sinus was published by Cesario et al. [3] in 2006. Szilagyi et al. [4] studied lead stabilization with stenting technique. During mean follow-up of 12 months, no lead dislocation was found by fluoroscopy [4] .
A recent study published by Biffi et al. [5] in 2014 about left ventricular lead stabilization to retain CRT at long term. Lead stabilization guided by vein anatomy was prospectively tested on consecutive patients from October 2009 to December 2010. Patients with stabilized LV leads were more likely to be CRT responders than the others: 19 of 26 (73%) vs. 34 of 58 (59%, p = NS), and had a significantly higher proportion of super-responders: 12 of 26 (46%) vs. 12 of 58 (21%, p < 0.005). They concluded that lead stabilization by stenting, based on coronary vein anatomy, can effectively reduce dislodgement rate from 10% to 1%. Lead performance was unaffected by the stenting procedure, and extraction was possible in a single patient 27 months after implantation [5] .
CONCLUSION
Stent implantation to stabilize the left ventricular lead position seems to be a useful and safe procedure in the treatment of patients with complicated coronary sinus anatomy or lead instability.
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